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Dand renal failure as significant independent predictors of
reduced 5-year survival. In contrast, surgical management
was protective against follow-up mortality.Study Limitations
First, this is a single-center study, with a small sample
size and retrospective analysis. Second, there was no true
control group. All of the patients who met our surgical strat-
egy underwent immediate aortic repair. Third, presenting
with coma is one of the strongest indicators of extensive
stroke. However, the cause of coma during AADA is
multifactorial.4,6,7,16 These factors include malperfusion
from the dissecting flap occluding the great vessels,
thromboembolism in the brain circulation from thrombus
in the dissecting lumen, and the manifestation of hypoxic
encephalopathy due to low cardiac output in patients
with cardiac tamponade. In addition, the aforementioned
factors are often complicated.
Given that we placed the highest priority on immediate
aortic repair and were not able to conduct time-
consuming examinations in all cases, we did not completely
determine the cause of coma before surgery in our study.CONCLUSIONS
Aortic repair, if performed within several hours from the
onset of symptoms, contributed to the satisfactory early and
long-term recovery of consciousness and function for
AADA complicated by coma. Immediate aortic repair is
warranted even if AADA is complicated by coma.
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Dr John Elefteriades (New Haven, Conn). I congratulate the
authors for their excellent clinical results with a difficult group of pa-
tients, thosewith typeAdissection presentingwithneurologic injury.
Surgeons have traditionally avoided such patients for fear of
inducing intracranial hemorrhage from the heparin necessary
from cardiopulmonary bypass and out of concern that the
depressed neurologic status would continue postoperatively, lead-
ing to mortality or impaired quality of life.
Your good results show us an important point, and that is the
surprising and fortunate principle that resecting the ascending
aorta and putting the dissected layers together in the distal anasto-
mosis miraculously restore perfusion to all branch organs andgery c September 2014
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Dbranch vessels, including the brain in the majority of cases; that is
what your study indicates for us.
I have 3 questions. First, you didn’t really give us the results of
the CT imaging in your patients. How many patients had infarcts
on CT of the brain and how did the patients with discernible in-
farcts fare?
Dr Tsukube. In terms of CT scans of the brain, all of the pa-
tients had CT scans before immediate repair. Of 24 patients,
only 3 had the early ischemic sign that I presented in my presen-
tation, but there was no infarction in other cases. Because the
CT scan was not sensitive enough to demonstrate ischemic change
within 3 or 4 hours after onset of ischemic stroke, magnetic reso-
nance imaging is a better modality and more sensitive to demon-
strate early signs of ischemic change. However, in the setting of
AADA, it is difficult to perform magnetic resonance imaging.
Dr Elefteriades. Do you think any of the patients with coma
had the coma on the basis of hemodynamic embarrassment, hypo-
tension, or perhaps the narcotics given for intubation?
Dr Tsukube. Of 24 patients, 7 demonstrated bilateral carotid
involvement, but 12 had right carotid artery dissection only and
5 had no carotid involvement.
In terms of mechanism of coma, unilateral obstruction of the ca-
rotid artery may not be enough to become comatose. Bilateral
obstruction of the carotid artery or unilateral carotid obstruction
with low blood pressure is the highest factor for our patients. For
instance, pericardial effusion and cardiac tamponade are factors
that decrease the blood perfusion of the brain and lead to coma.
Dr Elefteriades.Can you give us a precise algorithm for how to
evaluate and treat patients presenting with type A dissection and
coma?The Journal of Thoracic and CarDr Tsukube. We have a simple algorithm because if we can
transport the patient to the operating room within several hours
from onset, we just go ahead and do this.
However, during preparation of the operating room, it is impor-
tant to stabilize the hemodynamics if we can because as I ex-
plained to you, systemic blood pressure is important to manage
before surgery, especially for patients who have the ischemic brain
lesions.
In terms of reversibility of the brain, there are 2 major factors
for the reversibility. One is the time, and the other is the amount
of residual blood flow of the ischemic area. Time is important.
Also, maintaining the hemodynamics is important too. Regarding
contraindication for this surgery, one is CT scan of the bleeding in
the brain. Also, if a patient has a dependent life before surgery, we
don’t operate.
Dr Thomas Gleason (Pittsburgh, Pa). Expanding on Dr Elef-
teriades’ first and third questions, it’s not surprising to me that
the CT scans were negative in most of the patients because a CT
scan less than 24 hours old is going to be normal.
Would it not be more beneficial in helping you to adjudicate
which patients to and not to operate on to do a CT angiography,
specifically a CT perfusion study, to define what the relative cere-
bral blood flow is in different regions?
Dr Schafers. Contrast CT.
Dr Tsukube. For the brain, we did not take a contrast CT, but
for the diagnosis of aortic dissection, we use contrast CT. In our
strategy, we don’t want to take the time to evaluate before surgery,
just go ahead and do the operation. The signs are important, and we
performed CT to observe if there is no bleeding in the brain. Other-
wise, we just go ahead to the operation.diovascular Surgery c Volume 148, Number 3 1019
